1 THESE two cases exhibited are of interest as the hoarseness resulting from this was the first symptom to attract attention, and the paralysis persists four and eight years after its first discovery, although in both cases the tuberculosis in the chest is quite arrested.
atrophy) ; the right cord, in an effort of compensation, crosses the middle line, but fails to close the glottic space, so the voice remains hollow and toneless.
The patient carries on his occupation as a draper. Case II.-Patient was on active service through the war, and was demobilized in February, 1919. His voice had been slightly hoarse for years, but he had taken little notice of it until, in January, 1920, he had a sudden haemoptysis of half a pint of blood.
On admission to the sanatorium at Midhurst he was afebrile; there were tubercle bacilli in scanty sputum, but only at the right apex were there a few crepitations. Mobility of right vocal cord defective. Although this latter cord retained its tension and adducted well, it did not swing out in abduction beyond the cadaveric position.
He has kept on his work in a City bank since he left the sanatorium in June, 1920. The larynx remains in statu quo, i.e., both cords adduct well, and completely close the glottis, hence there is not the voice of phonative waste of the preceding case. But the right cord does not abduct beyond the cadaveric position.
The case illustrates Semon's law. gastroptosis and gastric achlorhydria. She is a thin, dark-complexioned woman with numerous small soft brownish molluscous fibromata scattered over her trunk, together with numerous brown or blackish spots and areas of cutaneous pigmentation of various shades and various sizes, resembling simple cutaneous pigment nevi. In fact, she has a moderate degree of Recklinghausen's disease or neurofibromatosis (see fig. 1 ).
On the left side of her face, in front of the ear, is a tail-like tuft of black hair, which she thinks she has had all3her life, evidently a hairy nsevus. Just above this, hanging over the zygomatic ridge, is a soft fold of skin ( fig. 2 ), at first sight resembling one of the soft fibromatous folds (" chalastodermatocele " or " Lappen-Elephantiasis") sometimes associated with Recklinghausen's disease. On further examination, however, the contents of this fold of skin appear to be fluid and can be easily pressed into the cranium, evidently through an aperture in the skull. A depression in the skull can be distinctly felt above the zygomatic ridge, in about the position of the " pterion" -the spot where the greater wing of the sphenoid bone meets, or nearly meets, the temporal, parietal and frontal bones.
The fold-like swelling is translucent to light, and free from pain or tenderness, even when pressed upon. It is not tense, and is not made definitely more tense even when the patient holds her breath and forces the blood into her head. Roentgen skiagrams, it may be noted, do not confirm the existence of any aperture in the skull. The swelling was apparently first noticed when she was about 20 years of age, and has slowly increased in size since then. A surgeon (Dr. H. Rast), who was consulted about it, recognized its connexion with the interior of the cranium, and refused to remove it. It causes her no trouble beyond a slight feeling of dragging.
That it must be a true meningocele can hardly be doubted. It is very unlikely to be a dermoid cyst, situated partly within and partly without the skull. There is no history of trauma to suggest that it might be a so-called " false meningocele" or " Billroth's disease." A false meningocele is due to a previous fracture, with injury to the brain substance, which has allowed the escape of cerebro-spinal fluid from the lateral ventricle, through an opening in the meninges and cranium, thus forming a fluid swelling under the scalp (probably between t he skull and the periosteum). It has not been thought advisable to do a lumbar puncture to try whether the pressure of the escaping cerebro-spinal fluid can be increased by squeezing the (supposed) meningocele.
The tail-like tuft of hair (hairy navus) on the side of the face near the meningocele reminds one of the tuft of hair (" myelopathic circumscribed hypertrichosis ") or " human tail," sometimes met with on the back in connexion with spina bifida or spina bifida occuzlta.
A cranial true meningocele in an adult is a rare condition. A few examples are referred to by John Ruhrah (" Meningoceles and Allied Malformations," Archives of Pediatrics, New York, 1902, xix, pp. 514-531) from the previously published literature on the subject. They may first show themselves many years after birth, but I have never heard of a case exactly like the present one.
Very little is known of the family history of the present patient. Her father and mother are supposed to be living, but she knows nothing of her father, and has not seen her mother for years. Her mother had nine children, of whom the patient herself and, she thinks, two brothers are living, but she has not seen these brothers for a long while. On the whole, she has enjoyed good health. She does not know how long she has had the little cutaneous tumours and pigmentation (Recklinghausen's disease), and she says that she has paid very little attention to the matter. She has not heard of anyone else in the family having anything similar.
It may perhaps be noted that the patient has what appears to be a supernumerary nipple below and to the inner side of the right mamma. Nothing else special has Laming Evans: Case of Aneurysm been discovered. A blood-count shows that she is not anemic, and her urine is free from albumin and sugar. Her brachial systolic blood-pressure is about 120 mm. Hg.
According to Professor G. Castronuovo (Riforma Medica, Napoli, 1920, xxxvi, p. 817) Recklinghausen's disease may be associated with congenital lipomata, plexiform neuromata, syringomyelia, and some other dystrophies, including bony malformations. The rare developmental condition termed tuberous sclerosis of the brain may perhaps be allied to Recklinghausen's disease, and is well known often to be associated with sebaceous adenomata of the face, sometimes with other superficial abnormalities (such as pigment naevi and peculiar fibroid thickenings of the cutis or subcutis), and with curious renal " tumours " of congenital developmental origin. Leontiasis ossea, or localized osteitis fibrosa of the face, has been occasionally associated with Recklinghausen's disease, and E. Pearce Gould (Quarterly Journal of Medicine, Oxford, 1918, xi, pp. 221-228) (1) Past.-In the Army for four years and three months (September 29, 1914-January 11, 19 ;9). Wounded three times, (1) September 12, 1916, in right calf;  (2) August 4, 1917, in right knee (superficial shrapnel wound); (3) July 18, 1918 (left thigh). His first wound in September, 1916, was a penetrating one, the bullet entering the outer side of the calf in its upper third, passing through the tibia to a. point over the subcutaneous surface of the tibia, and was the probable cause of the present aneurysm. An X-ray photograph taken October, 1924, shows a well rounded exostosis corresponding with the line of bullet flight, and a detached spicule of bone suggestive of myositis ossificans.
(2) Recent.-On September 4, 1924 , whilst at work, he noticed a sudden pain in the right calf, and felt a lump of which he was previously unaware: it was painful on walking to such an extent that he had difficulty in getting home. He was subsequently transferred to Shepherd's Bush and examined by me on September 30. Present condition.---Half an inch below the fold of the right knee and occupying the outer half of the calf under the triceps surae, there is a sessile swelling, measuring 4 in. by 21 in., which exhibits expansile pulsation, and a systolic bruit which ceases on compression of the femoral artery. The anterior and posterior tibial pulsations at the ankle are equal in the two sides. Blood-presssure appears normal. No arterial thickening. Wassermann negative. Soft systolic murmur audible at apex of the heart and limited to that area. No evidence of lead poisoning.
Special point (f interest: Delayed origin of the aneurysm, or delayed manifestation of its symptoms.
I propose to excise the aneurysmal sac, ligaturing the arteries and veins above and below.
It is not possible to say, before dissection, whether the aneurysm is in connexion with the anterior or posterior tibial arteries.
Dr. PARKES WEBER, in view of the long interval between the injury and the occurrence of the aneurysm, suggested that the latter might be a so-called " mycotic aneurysm." Most mycotic aneurysms were connected with chronic malignant endocarditis, but microbes gaining access to the blood-stream during some infectious disease, such as gonorrhaea or so-called influenza, though insufficient to set up malignant endocarditis or metastatic abscesses, might possibly, nevertheless, lodge at a locus minoris resistentise in the arterial wall (caused by a previous injury),. so as to set up non-suppurative inflammation with the formation of a " mycotic aneurysm."
